Introduction
Bullying in children is defined as intentional aggressive behavior that is repeated against a victim who cannot readily defend him or herself, and involves systematic abuse of power and exploitation (1, 2, 3, 4) . Bullying in children is thought to be highly prevalent and its occurrence has been studied in various groups and contexts. A United States based study found that 23% of children attending Grades 4 to 6 and 17% of children attending Grades 6 to 10 in school, experienced multiple episodes of bullying (1) . Fighting associated with bullying is reported more in children in lower grades and less so with older age groups (5). Various methods of bullying are identified and broadly categorised as direct or indirect (3) . Direct methods involve physical and verbal bullying; indirect methods include isolating the child and causing the child to be a victim of rumors. All bullying, irrespective of the method, is known to cause significant and sometimes long-lasting mental health problems in victims. These include hyperactivity, conduct problems and peer relationship difficulties (6) . Accordingly, the experience of bullying is high among children attending mental health services (7) . Some temperamental and environmental risk factors have been identified, which make children more vulnerable to bullying (8) .
There are no published data available in Sri Lanka on the prevalence or related psychosocial issues in bullying in children. The objectives of this study were to estimate the prevalence and correlates of bullying in children attending specialist mental health clinics and compare them with children attending the general paediatric clinics.
Method
This descriptive analytical study was conducted at a tertiary care children hospital in Sri Lanka. . The study sample was selected from those attending specialist mental health clinics during the month of January 2011 and included all children attending as new referrals and those on follow-up visits (9) . Children with intellectual disability, physical disabilities and autism were excluded to avoid any bias in bullying experience due to their specific health issues (10) .
A pre-tested structured questionnaire was interviewer administered to the child and the accompanying parent with informed consent from the parent (11) . The questionnaire focused on demographic data, the type of the bullying experience (using a checklist of known methods of bullying), presenting mental health problem, if any (including history, mental state and diagnosis arrived at from the clinical evaluation) and the temperamental characteristics of the child (adapted from a standard classification). For this study, the experience of bullying was defined as intentional negative behaviour towards the child by another child (including siblings) or a known adult (a non-family member), on more than two occasions during the previous six months, causing substantial distress to the child. It was noted whether the child who reported bullying had also acted as a bully in addition to being a victim.
The control group was randomly selected from children (new referrals and those on follow-up visits) attending general paediatric clinics during the same period. They were matched for age and sex and similar exclusion criteria were applied. Ethical clearance was obtained from the Ethical Review Committee of the hospital. The chi-square test was used to estimate the difference between groups and the level of significance was set at 0.05.
Results

Analysis of bullying behavior in the total sample
A total of 395 children participated in the study. The study sample consisted of 177 children, in the 5 to 12 year age group (Mean=9 years, Median=9 years) and 65% (116) were male. The control group consisted of 218 children in the same age group (Mean=9years, Median= 8 years ) and 60% (131) were male. Both the study and controls samples were similar in sociodemographic dimensions (family income, parental educational level). Children attending mixed gender schools from the study and control groups were 74% and 71% respectively.
Bullying was reported by 141 (35.7%) children in the total sample. Of these, 69 (39.0%) children attending mental health clinics and 72(33%) from the control group were affected. Among the total participants of the study, 69 (17%) were only victims of bullying, while 62 (15%) admitted to being a bully as well a victim. The total duration of the bullying experience was more than one year in 78 (20%), while 21 (5%) experienced bullying for 6-12 months.
Of the children who were bullied 77.3% were male and 22.7% were female. The prevalence of bullying among males was 46% and 42% respectively in the mental health and general paediatric clinic samples. The prevalence of bullying among females was 26% and 18% respectively.
The methods of bullying reported were both direct (assaulting, spitting, kicking, stealing belongings, name calling, teasing, threatening, using abusive language) and indirect (isolating the child , making false complaints against child, preventing the child from interacting with others ). Modern methods of bullying reported in recent literature, such as cyber bullying and sexual bullying was not reported. Being subjected to physical methods of bullying was reported by 100 children (25%) compared to verbal bullying reported by 103 children (26%), some being bullied by both methods. Isolation of the victim was experienced by 25(6%).
Of those bullied, 100 (70.9%) were bullied by a classmate. Other perpetrators were older peers 20(14%), siblings 17 (12%) and known adults including teachers 10 (7%). Bullying mostly occurred in a school setting 129 (91.4%). Other settings were at home 10 (7%) and in the neighbourhood. Seven percent of victims of bullying from the study sample also reported being an observer of others being bullied. None from the control group reported this behavior.
In describing the temperament of the victim of bullying, the parents identified them as timid and shy in 72/141(51%). Those who easily angered represented 70/141(50%). No temperamental difficulties were identified in 47/141(34%).
The victims of bullying adopted different methods in response to bullying. These included retaliation in 68 (48%), avoidance of the bully in 31(21%) and complaining to parent or teacher in 9 (6%) children.
Comparison of bullying victims in the study and control samples
In the 69 children from the study sample, the associated mental health problems were clinically evaluated. Behavioural problems (hyperactivity, irritability, aggressive behaviour towards others, disruptive behaviour in classroom and outbursts of anger) were elicited in 41(59%) and school related difficulties (academic underperformance, refusal to attend school) in 45(65%). In the paediatric clinic sample behavior problems related to bullying were elicited in 21(29%) and academic problems in 36 (50%). Other reported problems included somatic complaints, refusal of food, bed-wetting and social withdrawal. 
Shiromi Karunaratne Registrar in Psychiatry
Discussion
In the total sample, 35.7% of the children reported experiencing bullying. A higher proportion of mental health clinic attendees reported bullying experiences compared to paediatric clinic attendees (39% to 33%) although this was not statistically significant. However, the frequency of being bullied was significantly higher among mental health clinic attendees (p=0.031), with many (22%) experiencing bullying daily.
Behaviour problems associated with bullying were significantly higher in the sample from the mental health clinic (p=0.001).
In this study, male children were more likely to get bullied with a 2:1 male:female risk ratio. This was compatible with the available literature (12).
As the sample studied came from both mental health and non-mental health clinic settings they can be seen as coming from the general population to some extent, even though this may not constitute a strict cross section. In that context, the prevalence rate found in this study is higher than most reported. However, there are no studies in this age group (community or clinic based) for comparison from Sri Lanka. Although the experience of bullying was higher in the study population, it is not possible to establish from the results whether their mental health problems were a cause or a consequence in relation to the bullying experience. Nevertheless, based on the findings on temperament, behavior problems and school difficulties, it is likely that both these categories of children were represented in the study group.
Other prevalence studies show that children who get bullied experience multiple forms of bullying which conforms with our findings, Comparable statistics are not available as most prevalence studies are community-based rather than clinic-based.
This study relied entirely on verbal reporting by parents and children on direct interviewing. Other studies have detected under-reporting with this method and a higher prevalence of bullying was elicited when data collection was attempted via postal questionnaires (13) . Also, recall bias could not have been avoided and may have led to under-reporting. However, the questionnaire method was used in this study as this is the most favoured and frequently used in studies of a similar nature (11) . In addition, data gathering being confined to the interviewing of the parent and child only may have limited the identification of adult perpetrators especially within the family.
Conclusions
The fact that about a third of children attending the non-mental health as well as the mental health settings reported bullying suggests an alarming trend and community based studies are needed to establish the prevalence of bullying among children in the general population.
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